A 29-year-old female, diagnosed with CD in 2002, presented with pain in her lower abdomen for the previous 7 days. Twelve months before this episode, she complained of difficulty in defecation and of passing ''ribbon like'' stools. Recently, her stricture symptoms were getting worse. When she was first diagnosed, the CD status of the patient, according to the Montreal classification, was ileocolon (L3), without perianal involvement and of a nonstricturing nonpenetrating (B1) type. She had been treated with adalimumab 40 mg/0.8 ml solution subcutaneously, every other week, since 2005. Laboratory data was unremarkable. A pelvic MRI scan (Fig.  1A , B) and gastrograffin enema (Fig. 2) were performed and these investigations revealed an anorectal stricture about 1.4 cm in size. After informed consent had been obtained, a flexible sigmoidoscopy was performed and revealed, with the exception of two tiny openings, a tight, fibrotic, benignlooking anorectal stricture. It was situated 5 cm from the
INTRODUCTION
Stricture as a complication of CD is a significant clinical problem. It is reported by some studies to function as a predictor of poor clinical outcome. 1 There are no specific anti-fibrotic therapies. 2 In the past, surgical treatments such as bowel resection or strictureplasty were the preferred treatment approach for strictures associated with CD, but the other forms of conservative treatment have gained favor since recurrent, chronic nonhealing wounds and incontinence are the adverse events occurring after operation. 3 Today, a variety of endoscopic approaches for the treatment of strictures are being used. We described a case of CD in a 29-year-old female patient with anorectal stricture, successfully treated with endoscopic therapy. To the best of our knowledge, this is the first reported case of an anorectal stricture in CD where an endoscopic insulated tip knife was used for treatment. www.irjournal.org anal verge and prevented the passage for the scope into the anal canal. The sizes of the two holes were approximately 1 mm and 5 mm (Fig. 3A) . The fibrotic tissue near the 1-mm hole was removed via hot biopsy and was widened to about 1 cm (Fig. 3B, C) . The tissue causing the stricture between the 1 cm and 5 mm holes was incised and cut horizontally with the insulated-tip knife, which widened the stricture area ( Fig. 3D , E). After the procedure, the patient did not experience bleeding, perforation or any other complications. Two days later, colonoscopy demonstrated pseudo-polyps of the ileocecal valve and the development of regenerative tissue at the stricturotomy site of the anorectum. Anorectal manometry revealed normal anal sphincter tone and sensation of stooling in the rectum, as well as normal movement of the rectal and anal muscles. A follow-up sigmoidoscopy was performed 1 year later (Fig. 3F) . Although there was slight luminal narrowing, there was no relapse of the anorectal strictures and the stool caliber was normal. The patient is currently being monitored as an outpatient.
DISCUSSION
Although anorectal stricture in CD may be more common, however, is asymptomatic in many cases. Keighley and Allan 4 showed that the prevalence of anorectal stricture was about 8.9% among patients with CD enrolled in their study.
The most well-known treatment modality for stricturing CD includes endoscopic balloon dilatation or bougie combined with local steroid injection. 2, 5 The long-term success rate of endoscopic balloon dilatation is high (80%). 6 However, several cases published ineffectiveness of the balloon dilatation, especially in very tight fibrotic strictures that can be caused by recurrent inflammatory acutisations over a long period of time, as was the case with our patient. In these case reports, endoscopic needle-knife treatment 7 or digital dilation with topical application of mitomycin C at stricture site were used as an alternative therapy. Endoscopic needle knife electro-incision for stricture had been applied to area of refractory Schatzki' s ring, 8 refractory esophago-gastric anastomosis stricture, 9 refractory colonic anastomotic strictures, 10,11 treatment of congenital pyloric stenosis, 12 and benign colorectal stricture in CD. 6 Nonetheless, we used an endoscopic insulated-tip knife instead of needle knife for high-grade fibrotic anorectal stricture. This tip of the insulated knife consists of a ceramic ball, which permits cutting only at the side of the knife. This device allows more control during intervention and prevents inad- A B www.irjournal.org vertent contact of the tip of the conducting cautery, thus potentially minimizing the risk of perforation when compared to needle knife used during electrocautery therapy. 13 There are occasional reports of successful treatment of the esophagus 14 and duodenal stenosis, 15 as well as the postoperative bowel and airway obstruction using the insulated-tip knife. 16 However, there have been no previous reports of the successful treatment in patients with CD-associated stricture via an endoscopic insulated-tip knife. This could be because this procedure requires a specific expertise. Although the need for prospective collection of data and more experience remains, we suggest that endoscopic insulated-tip knife treatment might provide an alternative treatment to balloon dilatation and endoscopic needle knife incision, for patients with short-segment, very rigid, fibrotic anorectal stricture. 
